Notwithstanding the political climate in Europe-uneasy because of new inflows of (illegal) asylum seekers from countries such as Northern Africa, of legal immigration from Eastern Europe, and of ongoing family formation migration-it remains amazing that research in this field continues to be an intellectually interesting and productive field, even in a period in which funding is more difficult. Again, this issue includes contributions from different countries covering different European regions. The field remains challenging because of several reasons.
Researchers are often confronted with unexpected, even contradictory results. For example, the perceived health of the native Greek population is not better than that of the immigrant Albanian population (see for e.g., Lahana et al. 2010) . Also, mental disorders were not more prevalent among family reunification migrants (Norredam et al. 2010) . These results call for further clarification.
A lot of progress is still possible in the explanation of differences in health, health care use, and quality of care between native and non-native populations. Still too often, studies are descriptive rather than explanatory. The limited advancement may be partly the result of less funding opportunities hampering new and adequate data collection. Nevertheless, researchers themselves may contribute more to improvement.
To start with, the vocabulary regarding migrant and ethnic minority health should be more clearly addressed (Nielsen and Krasnik 2010) . Most of the research, certainly in Western Europe, pertains to migrant populations, whereas research in Eastern Europe focuses on the Roma population. In Western Europe the health, and, less frequently, the health care use and the quality of the care migrants receive, are compared to that of the native i.e., non-migrant population. This differs from research in the United States, where so-called racial groups (such as African Americans, Hispanics, etc.), are compared with the 'white population'. This difference relates to the relatively recent modern immigration history of Western Europe. Without elaborating on the broad discussion regarding terminology (see e.g., Lee 2009), researchers should be explicit whether their study population consists of migrants and eventually of their immediate descendants (second generation), or of broader ethnic categories. Fortunately, most contributions to this issue are remarkably clear. Sometimes, studies distinguish between groups based on the nationality criterion (e.g., Bollini et al, this issue). Migrants may take the nationality of the country in which they reside, which makes the groups under consideration heterogeneous (Rafnsson and Bhopal 2009) . A clear definition of the populations under study not only contributes to a better understanding by the readers, but may also help to further direct the research in the explanation of eventual disadvantages.
Besides genetic explanations, and the healthy migrant effect, explanations are often and justly sought in socioeconomic differences. Also other mechanisms should be considered that contribute to differences, to start with the migration experiences, including discrimination, as well as cultural mechanisms. The cultural distance between recent migrants and so-called ethnic groups residing for many generations within a country may be quite different.
To gain insight into acculturation processes is not easy. Further distinguishing between first and second generation migrants is a first step. This is increasingly important because the second generation in Europe is growing. Such a distinction is still the exception (e.g., Nielsen and Krasnik 2010) . It may shed some light on the question to what degree disadvantage diminishes in the course of time under influence of acculturation processes. In this issue, a German study investigated the differences in health care use between immigrants (first generation) and the second generation (Wengler, this issue). This distinction may also inform us on a potential increase of disquieting differences, e.g., the increase of tobacco use in the second generation (Reeske et al. 2009 ).
Other distinctions between the migrant groups under study may also contribute to a better understanding, such as migration motives (Norredam et al. 2010 ) and legal status (Pikhart et al. 2010) . In this issue it appeared that the specific country of origin also matters (e.g., Sanz et al, this issue). Attention for the possible role of the place to which persons migrate was already asked (Agyemang et al. 2010 ). The German study mentioned above, expands on this topic by showing that Turkish immigrants in former Eastern Germany perceived their health better than native Germans, while those in Western Germany did not differ much from native Germans (Wengler, this issue).
As the research is often based on routinely collected data, or on data collected for primarily other purposes, often no information is available on migration and cultural mechanisms possibly contributing to differences. Better cooperation between social scientists and epidemiologists could lead to improvement by contributing to better hypotheses, and to a more adequate measurement of these social mechanisms.
Also regarding socioeconomic explanations, unfortunately, researchers sometimes have to rely on available indicators, rather than on indicators deliberately chosen on the basis of hypotheses (Stronks and Kunst 2009) . Possibly this contributes to the sometimes ambiguous results. Sometimes it explains most of the ethnic differences, but often only part of it. For example, educational level may be an important indicator when the hypothesis is that knowledge is an important factor explaining differences in health care use, income level may be important when not all citizens are insured and/or when out-of-pockets payments are often required.
Even when accounting the analysis for socioeconomic position, it is seldom in itself the explanation of health differences. Research should further investigate how socioeconomic factors, as well as cultural and migration characteristics affect health by means of more proximate (intermediate) determinants such as the life style and environmental factors, which may differ between migrant and native populations.
Finally, inclusion of the new groups of immigrants mentioned at the beginning of this editorial is still exceptional. Since the size of these groups is increasing, future studies should not overlook these groups. Several circumstances, including their legal and health insurance status, make them potentially at risk for adverse health outcomes and less access to health care facilities.
